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Attachment 4.19 - D 
Page 74 
State Georgia 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES -
NURSING FACILITY SERVICES 

For payments made for services provided on or after March 29, 2001, subject to the 
availability of funds in the year in which the interim and final rate is paid, State 
government-owned or operated facilities and non-State government owned or operated 
facilities will be eligible for rate payment adjustments. The rate adjustment payments are 
intended to provide supplemental funding forMedicaid services to these facilities that, 
based on their statusas government owned or operated,need sufficient funds for their 
commitments to meet the healthcare needs of all members of their communities. A 
facility's status as government owned or operated will be based on its ability to make 
direct or indirectintergovernmental transfer payments to the State. If sufficient funds are 
not available to provide maximum allowable payment amounts, rate adjustment payments 
may be reduced proportionally among facilities eligible to receive payment. 

The rate payment adjustmentswill be subject to federal upper payment limits. For the 
appropriate groupings of Stategovernment-owned or operated facilities, non-State 
government owned or operated facilities and all other facilities, aggregaterate adjustment 
payments available without exceeding upper payment limits will be determined by 
measuring the differencebetween: 

0 Amounts paid for services provided to Medicaid patients and 
0 Estimated payment amounts for such services if payments were based on 

Medicare payment principles. Either cost based or rate payment measures may be 
used as Medicare payment principles. 

Comparisons of amounts paid for services provided to Medicaid patients and estimated 
payment amounts for such servicesif payments were based on Medicare payment 
principles will also be made for each facility to determine facility-specificrate adjustment 
payments. These rate payment adjustments will be made on a monthly, quarterly or 
annual basis and will be determined in a manner that will not duplicate compensation 
provided from payments for individual patient claims. 

An example of how a rate adjustment payment could be calculated is presented on the 
following page. 
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Attachment 4. I9 - D 
Page 75 
State Georgia 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES -
NURSING FACILITY SERVICES 

Name Facility XYZ Nursing Home 

rate diem 1 perMedicaid April as of $78.561, 2001 

FY2000 cost report data (or December2000 occupancy and rate 
data if cost report datanot available) 

2aDays in Report Period 
2b ConversionFactorforAnnualPeriod(365 I line 2a) 11.0000 

Patient for Period 21,8952c Medicaid DaysReport 

2dMedicaidPatientDaysforAnnualPeriod (line 2b x line 2c) 21,895 


Transition from facility Specific Rateto Medicare PPS Rate not applicable 
3aFacilityspecificrate per dayforApril 1, 2000 
3bPortionofratedeterminedby facility specificbasis 
3cPPSrateperdayforApril 1, 2000 
3dPortion of ratedeterminedbyPPSbasis 

4 	 Average payment rate based on analysis of Medicare PPS rates as 
of April 1, 2000 $176.05 

5 	 Statewide average Medicaidpaymentspernursing home patientday 
for pharmacy, laboratory and radiology services $7.80 

6AverageMedicarerateadjustedtomatchservicescoveredby 
Medicaid rate (line 4 - line 5) $168.25 

7 Average adjusted Medicare rate less Medicaid rate per day (line 6 -
line 1) $89.69 

8 	 Facility-specific upper payment limit calculation (greater of 0 or [line 
2d x line 71) $1,963,763 

9 Allocation of statewideaggregate limit on adjustment payments $0 

10 Projected upper payment limit rate adjustment (line 8 + line 9) $1,963,763 
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